ureterolysis/omental wrap procedure for presumed retroperitoneal fibrosis after failed medical management. Fibrosis was isolated to the region of a tortuous left iliac artery, which was likely due to trauma from a prior femoral artery catheterization during a cardiac procedure. The ureter was freed of fibrotic attachments and covered with an omental wrap. The patient did well for 1 year, but eventually developed recurrent ureteral obstruction with a 6cm mid/upper ureteral stricture requiring nephrostomy drainage and stent. He elected to undergo BMG ureteroplasty. For both robotic procedures, the patient was positioned in modified lateral decubitus lithotomy position with ports similar to a pyeloplasty. For the ureteroplasty, the mouth was prepped separately for BMG harvest. Ureteroscopy and near-infrared fluorescence were used to define the proximal and distal extent of the stricture. The stricture was measured and the BMG was harvested accordingly. A ureterotomy was made along the length of the stricture over the ureteroscopy. The BMG was sewn to the ureteral edges as an onlay patch. Ureteroscopy was used to confirm patency and a stent was placed. An omental wrap was sutured over the ureter and BMG for blood supply.
INTRODUCTION AND OBJECTIVES: The Studer type neobladder is an orthotopic vesical substitution alternative that provides a continent reservoir that works at low pressure and is easy to void. One possible complication of this diversion is the uretero-intestinal stenosis. The presence of vascular prosthesis can cause an inflammatory reaction that might affect the ureters. The standard treatment for the stenosis is the surgical repair. This ureteral reconstruction is a demanding surgery in the open approach. Robotic sugery enhaces vision of the surgical field while maintaining a high freedom of movement and facilitates a successful repair.
METHODS: We present the case of a 72-year-old male, with a history of hypertension, diabetes and hyperuricemia, who's urological history began in April 2015 with a Transurethral Resection of Bladder (TURB) that showed a High Grade cT1 bladder tumor and Carcinoma in situ (Cis) with an early recurrence. In November 2015, he underwent a Robotic Assisted Laparoscopic Radical Cystoprostatectomy with bilateral lymphadenectomy and Studer type Neobladder. After removing ureteral catheters (1 week after surgery) the patient present urinary leaks at the level of uretero-neovesical anastomosis. Bilateral Nephrostomy catheters where placed. After conservative treatment with ureteral catheters, an antegrade pyelography showed resolution of the urinary leaks but presence of bilateral distal ureteral stenosis In March 2016 the patient presented in the emergency room with severe bleeding due to a fistula between the left common iliac artery and the Studer neobladder, requiring percutaneous placement of two arterial prostheses. In April 2016, a Robotic Assisted Laparoscopic Bilateral ureteral reimplantation on Studer Neobladder was performed. Local Bioglue was used to cover the area of exposure of vascular prosthesis.
RESULTS: The surgical time was 210 minutes. The preoperative hemoglobin was 120 mg/dL and the postoperative one was 100 mg/dL.
No blood transfusions were necessary. There were no postoperative complications. The patient was discharged at the 8th day after surgery. Nephrostomies were removed 15 days after surgery.
CONCLUSIONS: Robot assisted surgery is a good approach for the treatment of ureterointestinal stenosis, even in cases of concomitant vascular disease.
Source of Funding: None

V10-04
EARLY ROBOTIC REPAIR OF MULTIFOCAL URETERAL PERFORATION AFTER URETEROSCOPY Andrew Radtke*, Kenneth Jacobsohn, Milwaukee, WI INTRODUCTION AND OBJECTIVES: As urologists become more comfortable with robotic surgery, new techniques surface. Minimally invasive approaches for management of iatrogenic ureteral injuries, mostly secondary to gynecologic procedures, have been described previously. Traditional conservative management of ureteral injury, including stent placement, nephrostomy tube, or delayed repair can be morbid and require significant patience on behalf of both the patient and surgeon with potential for a prolonged course to definitive repair. We present a case which demonstrates the feasibility of early robotic repair of a multifocal ureteral injury within 24 hours of ureteroscopic insult, expediting resolution of the patient's injury.
METHODS: A 73-year-old male was transferred to our institution with a reported ureteral avlusion with subsequent failure to place a stent or nephrostomy tube. We performed our own retrograde pyelogram and identified what appeared to be a devastating injury to the mid ureter. We were fortunate to pass a wire across the injuries, and a stent was placed to aid with intraoperative identification. A 4port laparoscopic robotic approach was taken to identify the left kidney and subsequently the left ureter. Gentle dissection around the ureter in the area concerning for injury identified two separate full thickness injuries. The ureter was repaired using running absorbable suture in a tension free, watertight fashion. A drain was placed in the vicinity of the repair bed.
RESULTS: The patient's discharge was delayed due to postoperative fevers. Workup was negative. He was ultimately discharged with a stent and Foley catheter in place on postoperative day 3. The Foley catheter was removed on postoperative day 7. He underwent cystoscopy with stent removal and retrograde pyelogram 4 weeks after surgery, which revealed a patent ureter. Renal ultrasound at 6 weeks demonstrated no hydronephrosis, and the patient is asymptomatic.
CONCLUSIONS: Based on our initial experience, early robotic repair is a safe and effective modality for management of iatrogenic ureteral injury. The approach and principles of reconstruction are similar to already established techniques. In this case, it also allowed for simultaneous management of the patient's ureteral stone disease. The initial increased risk of proceeding to a more invasive treatment modality is likely offset by the shortened timeline to stent or nephrostomy tube free status. Further investigation of this approach as well as evaluation of long term outcomes will be critical to establishing this as a standard option for management of iatrogenic ureteral injuries.
Source of Funding: none
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ROBOTIC SALVAGE PYELOPLASTY WITH BUCCAL MUCOSAL ONLAY GRAFT e A SIMPLIFIED TECHNIQUE Ryan J. Nelson*, Anna Zampini, Jeremy Reece, Kenneth Angermeier, Georges-Pascal Haber, Cleveland, OH INTRODUCTION AND OBJECTIVES: Surgical management of recurrent ureteral pelvic junction (UPJ) obstruction is limited by our ability to create a tension free anastomosis due to ureteral Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 THE JOURNAL OF UROLOGY â e1199
